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The Circumcision Decision: A Plea for Informed Consent 
Theresa Spinelli" 
R outine neonatal circumcision has been a controversial issue in the United States medical community since the 1960s. At 
its inception, circumcision was practiced as a religious and cul-
tural rite. Historically, the practice can first be traced to ancient 
Egyptian bas-reliefs and mummies dating from 2300 BC; it was 
later adopted by the Jews (as noted in Genesis 17 of the Bible) to 
represent a covenant between Jehovah and the Jewish people (I). 
Circumcision is still practiced by both Jews and Moslems as a 
religious ritual. Roman Catholics celebrate the circumcision of 
Christ as a holy day and continue to have a very high circumci-
sion rate. Despite endorsement by the United States medical 
community in the 1940s (2), neonatal circumcision has been 
practiced primarily as a nonmedical ritual. Its religious and cul-
tural significance accounts in part for its continued popularity 
despite the withdrawal in 1971 of approval by the American 
Academy of Pediatrics (AAP) (3). In that year and again in 1975 
the AAP concluded that "there is no absolute medical indication 
forroutine circumcision of the newbom" (4). In 1980 the Ameri-
can College of Obstetricians and Gynecologists (ACOG) also 
opposed routine neonatal circumcision (5). 
Penile Cancer 
Approval of routine neonatal circumcision by physicians in 
the 1940s was based on the observations that penile hygiene is 
facilitated by the operation and that the incidence of penile can-
cer is very low in circumcised men (2). The validity of these ob-
servations was challenged by physicians and epidemiologists in 
the 1960s when the morbidity and suffering caused by the opera-
tion was better appreciated. 
Although cancer of the penis in the United States is rare, it 
occurs almost exclusively among uncircumcised men. Only 
nine cases in circumcised men have been reported since 1936 
(6). According to Kochen and McCurdy (6), the lifetime risk of 
penile cancer in American men is 166 cases per 100,000 (one in 
600) with a median age of 67 years. At this age, the average life 
expectancy is 12.1 years and the survival time with the cancer is 
estimated at 7.5 years, indicating approximately 4.6 years of life 
lost per cancer (6). However, a study of penile cancer in Den-
mark (which has an essentially uncircumcised male population) 
showed the lifetime risk of penile cancer to be only one in 909. 
Swafford (7) estimated that approximately 1,000 newbom cir-
cumcisions would be required to prevent the eventual develop-
ment of one case of penile cancer In 1975 the Ad Hoc Task Force 
on Circumcision (drawn from members of the AAP) concluded 
that good personal hygiene offered all the advantages of circum-
cision without the attendant surgical risk (4). 
An increased incidence of prostate cancer in uncircumcised 
men and of cervical cancer among their spouses has been postu-
lated, but literature supporting these important points has not 
been convincing (4). 
Sexually Transmitted Diseases 
Circumcision has been alleged to reduce the risk of contract-
ing venereal disease. In an Australian study, Parker et al (8) 
found that uncircumcised men had twice the incidence of genital 
herpes and gonorrhea as well as five times the risk of candidiasis 
and syphilis of circumcised males in the same population. The 
study did not consider a possible systematic association between 
circumcision and socioeconomic status and personal hygiene. 
Furthermore, circumcision clearly is not an effective pro-
phylaxis against sexually transmitted diseases (STDs) and 
should not be regarded as such. Factors such as the use of con-
doms and cautiously choosing sexual partners are more impor-
tant in preventing STDs. 
Phimosis 
Phimosis and paraphimosis eventually necessitate the cir-
cumcision of 2% to 10% of all previously uncircumcised males 
(4). The foreskin at birth is normally adherent to the glans by 
multiple adhesions which are broken by circumcision. This 
"phimosis" at birth is a normal condition that prevents retro-
grade flow of urine across the glans and protects the urethral 
meatus from chafing. These normal adhesions loosen and finally 
break so that 90% of all males by age 5 are able to retract the 
prepuce. If retraction of the foreskin is not possible by age 5, 
"phimosis" is diagnosed and circumcision may be recom-
mended; however, full retraction is not important until the age of 
sexual maturity. Circumcision after age 5 often necessitates gen-
eral anesthesia and may incur increased operative risk, in-
creased cost, and possible psychological sequelae as compared 
to the procedure in newboms. 
Urinary llract Infections 
Uncircumcised boys may have increased susceptibility to 
urinary tract infections (UTIs) if circumcision serves to reduce 
bacterial colonization of the prepuce. Wiswell et al (9) studied 
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medical records of infants, from birth to age 1, who were bom in 
United States army hospitals worldwide between 1975 and 1984. 
The annual incidence of UTIs in this cohort of 427,698 infants 
varied from 0.07% to 0.13% in circumcised males to 0.85% to 
1.25% in uncircumcised males; the incidence in females aver-
aged 0.51%. A total of 72% ofthe UTIs occurred in the 21% of 
male infants who were uncircumcised. As the frequency of cir-
cumcision decreased between 1978 and 1984 there was a con-
comitant, significant increase in the number of male infants with 
UTIs, although there was no change in the incidence of infection 
in any group (9). 
Ginsburg and McCracken (10) reported in 1982 that 95% of 
boys who developed UTIs in their first year were uncircumcised. 
In this study, only 10% of male neonates were not circumcised. 
However, in a population of Jewish boys, all circumcised. Amir 
et al (II) found that 17% of febrile episodes in boys less than one 
month old were due to postcircumcision UTIs. They postulated 
that the UTIs were the result of local edema and urinary reten-
tion caused by the operation. Despite these findings, it seems 
clear that circumcision is associated with a significant decrease 
in the rate of UTIs in newboms. Accordingly, it is necesary to 
consider whether the 1.25% risk of UTIs in uncircumcised boys 
justifies the operative risk, pain, and alteration of natural anat-
omy in the other 98.75%. 
Effects of Circumcision 
Neonatal circumcision is not as benign a procedure as is com-
monly thought. The most pertinent issue is the pain suffered by 
the newborn during the operation, which is usually peformed 
without anesthesia. That the child does not remember his cir-
cumcision does not justify inflicting on him the pain of an un-
necessary operation. Although the pyschological effects of the 
surgery are unknown, Emde et al (12) have demonstrated 
marked behavior changes in the newly circumcised infant in-
cluding prolonged increases in non-rapid eye movement 
(NREM) sleep. 
The stress of circumcision has been evaluated according to 
plasma Cortisol levels and by observations on NREM sleep, 
vagal tone, and cry pitch. In fact, circumcision has been used 
as an experimental model of extreme stress in some studies. 
Gunnar et al (13) found that circumcision resulted in striking ele-
vations in plasma Cortisol which persisted for 150 minutes. In-
creases in NREM sleep postcircumcision were demonstrated by 
Emde et al (12) in 1971 and confirmed by Gunnar et al (13) in 
1985. The percentage of NREM sleep after circumcision was 
31.3% (12) and 25% to 34% (13) compared to acontrol of 20.4% 
before circumcision. The increase in NREM sleep and the 
prompt retum of cortisone to baseline levels may be associated. 
(The period of greatest decrease in Cortisol was correlated with 
the greatest increase in NREM sleep.) Porter et al (14) found that 
during the stress of circumcision, vagal tone was much de-
creased, as measured by the amplitude of respiratory sinus ar-
rhythmia, and associated with a significant increase in cry pitch. 
These two alterations mimic the responses of a medically com-
promised infant, even though the child in question may be 
healthy. The high frequency pitch in the cries of circumcised in-
fants occurs only rarely in normal, healthy infants (14). 
Neonatal circumcision may be complicated by such problems 
as hemorrhage, infection, scarring, inadequate or excessive re-
moval of the prepuce, meatal stenosis due to chafing from di-
apers, urethral fistula, or injury to the glans itself. These com-
plications occur in up to 2% of all neonatally circumcised males 
(15). In a population where 70% to 90% of all males are circum-
cised, this represents a significant morbidity. 
The function of the prepuce merits consideration in the deci-
sion to circumcise the newbom. The foreskin protects the glans 
penis from drying and from the friction of clothing. Removing 
this protection may decrease sensitivity and alter sexual per-
formance. Of course, data are sparse on this subtie issue (2). 
Educational Intervention 
Despite the limited medical indication for circumcision, de-
spite the pain ofthe procedure, the numberof complications, the 
possible resultant decrease in sexual function and sensitivity, 
and despite the strong AAP recommendation against it, routine 
neonatal circumcision is still recommended by 41% of Ameri-
can physicians. It is actively discouraged by only 15%, and is 
performed on 70% to 90% of newboms (16). This phenomenon 
may be attributed to several different factors. 
First, widespread misunderstanding or ignorance of the lack 
of medical indications for circumcision may be due to limited 
availability of educational information for new parents. Patel et 
al (16) found that only 8% of Chicago area hospitals had educa-
tional programs informing mothers about the pros and cons of 
neonatal circumcision or about recommendations from the 
AAP. In fact, only 49% of physicians surveyed were themselves 
familiar with the AAP position (16). 
Second, parental education is often inadequate because only 
medical concems are addressed and the impact of social issues is 
not discussed. Brown and Brown (17) found that circumcision is 
performed for medical reasons in only 6% to 20% of the cases 
and for social, religious, or reasons of personal hygiene in the 
rest. They reported that the most decisive factor was whether or 
not the father was circumcised, but other social concems were 
expressed, including physical appearance and perceived future 
ridicule by siblings or peers (17). Parental responses included "it 
looks better," "his brothers are circumcised," "Idon'twant him 
to look different," "we just think it should be done," and "there 
will be fewer 'problems' when he gets older" (17). 
Third, widespread misinformation apparently exists about 
proper hygiene of the uncircumcised penis; 17% to 45% of par-
ents choose circumcision for their sons for "cleanliness" rea-
sons (16). Proper penile hygiene, however, is at least as simple as 
proper dental hygiene and can be easily taught to the parents and 
to the child. 
Finally, matemal education usually takes place in the third tri-
mester of pregnancy or after delivery, although research shows 
that the circumcision decision is made before delivery in 93%, 
before the third trimester in 77%, and even before conception in 
59% of mothers who have their sons circumcised (18). 
Educational intervention, using effective means to address 
the real issues, could perhaps significantly decrease the rate of 
routine neonatal circumcision in this country. This education 
must be directed at physicians as well as at future parents. 
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Effective patient education can lead to truly informed con-
sent. Enzenauer et al (19) prepared an educational videotape 
which specifically addressed the AAP recommendation and de-
scribes potential surgical complications. The videotape in-
cluded a description of the procedure using a Plastibell device 
and presents an NBC News Magazine commentary "Circumci-
sion: The Casual Cut" which was originally aired in November 
1981. Even though the videotaped counseling was presented a 
day or two after delivery, the rate of circumcision decreased 
from 90% to 70% during the six-month period when the parents 
of all newbom boys were required to view the videotape. With 
traditional oral education which requires significantly more 
physician time and effort, the circumcision rate was 75.9% (19). 
Use of videotape ensures uniformity in counseling and is better 
suited to the various educational levels of parents (18). 
In a study of parental counseling on circumcision after deliv-
ery, Rand et al (20) asked the parents whether they 1) understood 
the procedure, 2) knew what was surgically removed, 3) thought 
if any "cutting" was involved, and 4) thought if the infant was 
given a painkiller or put to sleep during the operation. The re-
searchers provided correct answers and illustrations, answered 
questions, and presented information about the AAP stance. 
The number of newboms not circumcised increased 5.5 times, 
and neonatal circumcision decreased from 95% to 72% for the 
duration of the study. This study emphasizes the importance of 
nonmedical factors in the decision to circumcise: many moth-
ers, unaware of reasons for circumcision, nevertheless favored 
the operation. Some believe that the procedure is as natural and 
necessary as cutting the umbilical cord (20). 
Although no valid medical indication exists for circumcision, 
with the exception of a slight decrease in the risk of UTI in new-
bom boys, many parents of newborns receive no circumcision 
counseting before signing a surgical consent form. Uncounseled 
parents often base their decision on medical misinformation or 
vague social cues. They often are not aware of the pain suffered 
by the child during the procedure, the risk of complications, nor 
the recommendations against circumcision by the AAP and 
ACOG. While various studies have demonstrated that educa-
tional intervention is effective in decreasing the circumcision 
rate, religious customs and social or aesthetic reasons continue 
to be important factors in the decision to circumcise. Our goal as 
concerned health care professionals should be to insure that 
parents realize that their decision to circumcise their sons should 
be for social, religious, or aesthetic reasons only and not for 
medical indications. 
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